MORTALITY AND MEDICAL CARE IN NINETEENTH-CENTURY GLASGOW
by CAROLYN I. PENNINGTON* FOR SOME time now Professor McKeown and his colleagues have argued that the decline in mortality that occurred in England and Wales in the nineteenth century was largely unrelated to the medical treatment and hospital provision then becoming increasingly available.' The purpose of this communication is to describe a study made of the relationship between mortality and hospital medical care in nineteenthcentury Glasgow to test McKeown et al.'s thesis at a local level.2 Analysis of data provided by the Registrar General from the time vital registration was introduced in England and Wales in 1837 suggested that the reduction in mortality from infectious diseases accounts for most of the post-registration decline between the 1850s and the 1890s.3
Statutory vital registration began in Scotland only in 1855. But analysis of registration data for the decades 1861-70 and 1901-10 for both Scotland and Glasgow reveal that here too infectious diseases account for most of the decline in the death rate. Table I shows the relative parts of the mortality decline attributable to respiratory diseases, the fevers, and the common infectious diseases.
Glasgow differed from Scotland as a whole, as Table I shows, in the much larger proportion of the mortality decline due to respiratory disease of all kinds. While the extent of the decline in mortality from pulmonary tuberculosis was similar in Glasgow as in Scotland as a whole, the decline in death rates from other respiratory diseases (largely bronchitis, pneumonia, and pleurisy) was noticeably greater in the city.' Otherwise the pattern of the Glasgow mortality decline followed the national trend though mortality, particularly from respiratory diseases, was always much higher in Mortality and medical care in nineteenth-century Glasgow Glasgow and other cities than elsewhere in the country, and all the diseases contributing to the overall decline fell from much higher levels in Glasgow than those that prevailed throughout Scotland. 
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Carolyn I. Pennington How much responsibility for the decline in respiratory and infectious disease mortality can be accorded to the development of hospital facilities?
Glasgow hospitals were of three kinds: voluntary infirmaries, Poor Law hospitals, and municipal infectious disease hospitals. Voluntary infirmaries were supported by donations and annual subscriptions and (with the exception of accident victims), admitted patients only on the recommendation of a subscriber to the hospital. Poor Law hospitals were financed from the poor rates and treated only the destitute.
There were three voluntary infirmaries in Glasgow during the period under study. The Royal Infirmary founded in 1794, the Western Infirmary which opened in 1874 close by the new buildings of Glasgow University at Gilmorehill, and the Victoria Infirmary which was built on the south side of the city in 1890. The bulk of the surgical operations done in Glasgow were carried out in these three institutions. Hospital diseases (erysipelas, pyaemia, hospital gangrene, and tetanus) had been a major problem in the Royal Infirmary in the first half of the nineteenth century, as they were elsewhere.8 Lister found conditions to be atrocious on his appointment as surgeon to the Infirmary in 1861, and so he turned his attention to the problem of reducing cross-infection within his wards and developed his antiseptic system of surgical treatment. The latter part of the nineteenth century witnessed great advances in surgery made possible by the introduction of this antiseptic system, by aseptic surgery (pioneered in Britain by Sir William Macewen at the Royal Infirmary), and by improvements in anaesthetics. Hitherto the kind of surgery that could be performed was limited to treating accident victims-a compound fracture frequently resulted in the amputation of a limb, and to such procedures as lithotomy and the reduction of dislocations. It now became possible to perform far more abdominal surgery (previously largely confined to ovariotomies) and in 1890 the first appendicectomy in Glasgow was carried out at the Victoria Infirmary-9 Operations such as herniotomies became a commonplace. Yet not all the new developments in surgery can have contributed directly to the improving mortality pattern. The new osteotomy operations (pioneered by Sir William Macewen at the Royal and Western Infirmaries), for example, which figure prominently in the operating statistics of the Glasgow infirmaries, were not performed for life-threatening conditions and nor were many other operations. The diseases that contributed to the overall mortality decline were not in general amenable to surgical treatment.
There were no advances similar to the revolution in surgery in the treatment of the major common, and often fatal medical conditions, namely the respiratory diseases and the various forms of tuberculosis. The infirmaries concentrated their resources on treating surgical rather than medical cases in their wards, and by the early twentieth century a growing proportion of in-patients were surgical rather than medical as Table III shows. The number of operations performed showed a corresponding increase (Table IV) . Furthermore from the 1870s cases of infectious disease were largely excluded from these hospitals and sent to the new municipal infectious disease hospitals. At this time mortality was especially high among young children and the period was marked by steep falls in child death rates. The infirmaries, though admitting some children, treated surgical rather than medical cases although it was medical, particularly respiratory conditions, that were the major cause of child deaths. In the early years of the existence of the Glasgow Sick Children's Hospital an effort was made to concentrate on treating medical cases but here too the policy changed and approximately equal numbers of medical and surgical cases were admitted for treatment each year. Moreover the children's hospital was extremely small and served not only Glasgow but all of the West of Scotland. It was therefore able to treat only a small proportion of the sick children of the city.
Although consumption (pulmonary tuberculosis) continued to be a major cause of death, accounting for some 1,200 deaths each year in Glasgow in the decade 1901-10, the number of cases treated in the infirmaries actually fell. The number of cases of 10 Sources, Annual Reports of the Royal, Western, and Victoria Infirmaries. 
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Carolyn I. Pennington those with respiratory diseases of other kinds that were treated did increase, although these can have been only a small proportion of the total cases of conditions that killed between two and three thousand people annually in Glasgow in the first decade of the new century, and many more when winters were severe. Thus the infirmaries treated only a small proportion of those with the respiratory conditions that account for much of the decline in mortality that took place in Glasgow between the 1860s and the early 1900s. They concentrated on treating acute, curable cases. The managers of the Royal Infirmary frequently reminded subscribers "the Infirmary is not an Hospital for chronic or incurable disease"," and that accident and operation cases were admitted in preference to those "of a lingering or chronic character".5 One reason why such a relatively small number of those with common respiratory conditions were admitted to the Glasgow infirmaries was the admission policy used. Many surgical patients, particularly accident cases, were admitted directly from the out-patient dispensaries without producing a subscriber's "line" of recommendation. Dispensary physicians could recommend the admission of medical patients directly into a ward, but this privilege was reserved for very urgent cases. The majority of patients had to get a recommendation (or "line") from a subscriber, and this was not easy. For someone with a common illness that was not of interest for medical teaching purposes orl' with a chronic or advanced disease there was little hope of a bed in an infirmary ward, and at this time pulmonary tuberculosis and other respiratory diseases fell into this category.
The Poor Law hospitals admitted only the destitute, for, as the parochial board of City parish noted, it was desirable that parochial aid should be avoided "for all who although poor, are above the rank of paupers, being self-supporting except in the "I Ibid. case of personal or domestic sickness"." For much of the nineteenth century there were no Poor Law hospitals as such in the city, only sick wards in the poorhouses of the three Glasgow parishes of City, Barony (at Barnhill, now Foresthall Hospital), and Govan (at Merryflatts, now the Southern General Hospital). These were staffed by pauper inmate nurses. Only in the early 1900s were they largely superseded by three purpose-built hospitals (Stobhill and the Eastern and Western District hospitals) though the sick poor of Govan continued to be treated in sick wards of the poorhouse. Table VI shows, until the 1890s the poorhouses treated more patients than were treated in the three infirmaries, although the position was reversed thereafter. Unlike the voluntary hospitals, poorhouse sick wards treated many more medical than surgical cases.'9 Of these many were "cases of chronic and incurable disease" often passed on by the infirmaries.20 But how significant was the treatment they offered? Was it the main agency in the decline in respiratory disease mortality? Here too the answer is probably no.
First, as the Poor Law hospitals admitted the destitute many patients would only consider entry when their condition was very advanced. Dr. Core, the medical superintendent of Stobhill, commented that he seldom saw cases of pulmonary tuberculosis "until the disease had advanced beyond the expectation of a cure". Carolyn I. Pennington Second, only a small proportion of the cases occurring in the city were treated in the Poor Law sick wards and hospitals. For if, in the absence of other data the number of deaths from respiratory diseases occurring in hospital is used as an indication of the number of cases treated, it is found that in 1895, for example, of the 1584 deaths from pulmonary tuberculosis in Glasgow only 149 occurred in the City poorhouse (the only poorhouse in the Glasgow registration district) and thirty-eight in the Royal Infirmary.22 Of over 4,200 deaths from respiratory diseases of other kinds only 156 occurred in the City poorhouse and fifty-six at the Royal Infirmary. Clearly most deaths from these conditions did not take place in hospital at all. The vast majority of cases probably never received any kind of hospital in-patient treatment. Third, respiratory disease mortality has been falling since the 1870s yet improvements in conditions in poorhouse sick wards that might have contributed to this decline came much later in the century. The nursing care was abysmal for much of the period, as the only nurses were totally untrained pauper women. There were no effective drugs available to doctors until the 1930s and such measures as segregation of those with pulmonary tuberculosis, which would have reduced the spread of the disease, came only when a small number of special wards for consumptives were opened in the new Stobhill hospital. Adequate institutional provision came only after the National Insurance Act of 1911 obliged local authorities to provide sanatoria.23
From the 1860s, infectious diseases (eg. smallpox and fevers), the other main factor in the mortality decline, were treated in specially provided municipal infectious disease hospitals. Such hospitals were built at Parliamentary Road in 1865, at Belvidere in 1870, and at Ruchill in 1901. Their establishment coincided with outbreaks of continued fevers (typhus, typhoid, and relapsing fever) and smallpox, with which they were primarily intended to deal, but when these became less common the infectious diseases of childhood, particularly cases of scarlet fever, but also measles and whooping-cough, were treated. Demand for infectious disease beds grew, particularly after Glasgow adopted the Infectious Disease (Notification) Act in 1890.
By the early years of the new century many cases of infectious disease were receiving hospital treatment. The increasing proportion of deaths from these conditions that occurred in the city fever hospitals probably indicates the growing proportion of cases that were admitted.
Thus a large proportion of cases of smallpox, typhus, and enteric fever were probably admitted to hospital, a lesser proportion of those with scarlet fever and diphtheria, but only a relatively small proportion of those with measles and whoopingcough.
Whether hospital treatment contributed to the fall in mortality from these conditions is another matter. The isolation in hospital of typhus and smallpox cases probably did reduce their overall incidence. Smallpox is spread by clinically obvious cases, and isolation would have an important effect in removing the sources of the virus. Similarly with louse-borne typhus (though diagnosis is not so clear-cut), hospital 22 Plus an unspecified number in the Western and Victoria Inirmaries. 
